Sir,

A 63-year-old female presented with progressively increasing pain in the right leg and foot along the S1 dermatome and dysesthesias for 3 years duration. There was no history of back pain, and the leg pain was unrelated to posture and activity and even occurred at rest. A magnetic resonance imaging (MRI) of the spine was noncontributory, and she was treated with medications, physiotherapy and even an epidural block without any relief. Six months ago, she noted a swelling in the posterolateral aspect of her right lower limb, palpation of which was painful. An MRI of the right leg showed an enhancing tumor probably arising from posterior tibial nerve deep to the tendoachilles and superficial to the deep flexors in the posterior compartment of the leg \[[Figure 1](#F1){ref-type="fig"}\]. On examination, the swelling was ill-defined and tender. There were no motor or sensory deficits.

![Sagittal magnetic resonance imaging (a) T2 sequence and (b) postcontract fat saturated T1 sequence showing a well-defined uniformly enhancing mass in the posterior compartment of the leg deep to the tendo-achilles and superficial to the long flexors of the ankle and toes](JNRP-9-173-g001){#F1}

Microscopic intracapsular excision of the lesion was done under spinal anesthesia. The tumor was vascular, pinkish, gritty in consistency, and nonsuckable. It was adherent to the posterior tibial nerve from which it was dissected off after initial intratumoral decompression. The integrity of the nerve was intact after tumor removal \[[Figure 2](#F2){ref-type="fig"}\]. The lesion was reported as a schwannoma on histopathology \[[Figure 3](#F3){ref-type="fig"}\]. There were no postoperative neurological deficits, and the patient was symptom-free after the surgery.

![Intraoperative photograph showing (a) a well-defined pinkish tumor being delivered through an approach between the peroneal and posterior compartments and (b) intact posterior tibial nerve (black arrows) after removal of the tumor. The place of attachment to the nerve is shown by green arrow](JNRP-9-173-g002){#F2}

![Histopathological slides showing (a) alternate areas of hypercellularity (green stars) and hypocellularity (blue stars) representing Antoni A and Antoni B areas respectively with calcification (green arrow) in the tumor and (b) thick walled hyalinized blood vessels (black arrows) in a background of short interlacing fascicles of spindle cells with scattered Verocay bodies](JNRP-9-173-g003){#F3}

Schwannomas are the most common tumors arising from peripheral nerves.\[[@ref1][@ref2]\] Usually, they are solitary lesions with no gender predilection.\[[@ref3]\] The posterior tibial nerve is the most commonly affected nerve in the lower limb\[[@ref2]\] as was found in our case too. They may present either as an asymptomatic lump or with neuropathic pain which is usually mistaken to be due to lumbar radiculopathy or entrapment neuropathy.\[[@ref1]\] As in our case, previous reports in literature also emphasize that the diagnosis is usually delayed -- often by several years.\[[@ref1][@ref4]\] Nawabi and Sinisi have described 25 cases of tibial nerve schwannoma where the mean duration from symptom onset to diagnosis was 86.5 months. All their patients presented with neuropathic pain had a positive Tinel\'s sign and 48% had a palpable swelling as well.\[[@ref1]\] The lesion may be mistaken for a ganglion, fibroma, or myxoma.\[[@ref2]\] MRI is the investigation of choice to both confirm the diagnosis\[[@ref1]\] and see the tumor\'s relationship to neighboring structures.

Though unlike neurofibromas, complete removal of schwannomas is possible without damage to the nerve, in large lesions uninvolved fibers may be splayed over the nerve, and extracapsular excision may cause damage of such fascicles.\[[@ref4]\] In this patient, we performed an intracapsular excision after making a longitudinal incision over the tumor in the axis of the nerve to minimize neural injury.

To conclude, peripheral nerve tumors must be considered in patients who have unresponsive leg pain mimicking lumbar radiculopathy but with normal spinal imaging. Careful limb examination for the presence of a lump along the course of the nerve and presence of Tinels' sign should alert the physician to this possibility. Surgical excision provides relief even in patients with longstanding pain, and finally, intracapsular excision of the lesion must be considered if nerve fascicles are splayed over the tumor and cannot be separated easily.
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